MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WEL FARE o o 8 [ Y e
I Registration District N Primary Reglatration District No. 5. & 7L ) 2/9 " STAIE FILE NUMBER
DO NOT WRITE AMENDED egistration District No. rimary Registration Districy No. A _Registrar's No. ____ L .

ON THIS STUB LARL 2 4 .
!H-ﬁ'd-d; gAML 1963 2. USUAL RESIDENCE (Whore' deceased lived. If [nalitution: Residence before

COUNTY
* Bates

b. CITY (If outside corporste limits, alve TOWNSHIP only) Lengih of stay in b c. CITY Insida Limlss
R

R
TOWN Butler 6 months TowN Amoret Yes B3 No [

€. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION P i ne Tr.e c Re 8 t HO me Yes [J Nnﬁ none Yes [] No ﬂ
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yeer

(Type or print) OF
Ida . A. Berkenbile CEATM  December 25, 1963

5 SEX 6. COLOR OR RACE 7. Married [1  Never Married [J |8. DATE OF BIRTH | ¥ AGE {tast birthday) | IF UNDER T YEAR | IF UNDER 24 HR

Widowed Diverced [J . Months ] Days HoursT Min.

e | White L 9-28-77 86
10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during moll of working life, even if retired)

Housewife Homemaker Saline Co,, Mo, USA
Hla. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Lafayette Driskill Nancy Tivis T, F. Berkenbils
15. WAS DECEASED EVER IN U.5. ARMED FORCESY 14. SOCIAL SECURITY NQ. 17. INFORMANT Addren
(Yes, no, or unknown) | (If yes, give war or dates =

no Yiola Sills, Amoret, Missouri

18. CAUSE OF DEATH {Enter only one ceuss pd INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: QONSET ANDDEATH
IMMEDIATE CAUSE (8] / (ﬁ/ /emo JCJ(A 519 e "72‘ UVS
Conditions, If lny,] DUE TO (b) / ). L4 MM/&JQS =

V5 300

a. STATE : b. COUNTY admisalon)
Rev. 4/59 Mo Bates

]ﬂﬂ?!
2 0070

DATE AMENDED

[
Z
w
=
=]
¥
o
a

which pave rise to
abowve cause ([a),
atating the under-
lying cause last. DUE TO (¢}

PART {I. OTHER SIGNIELCANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Nli. If decessed was female wa
- disease condi, { there a pregnancy In last PO days.

I O Yes I X No ] O Unknown
20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART I or PART Il of item 18.)

R

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20¢. TIME OF Hour Month, Day, Year 7/
INJURY am.
p.m, /‘ Lt

20d. INJURY QCCURRED WCE OF INJURY (e.g.. in or about homa, | 20f. C1TY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [ arm, factary, street, office bidg., erc.)

NOT WHILE AT WORK O A"/ ppmg AR
21. ! anended the d d from i L fo_lé_"_L_b_S_” and last saw.:;:rlliw o LA ot Ll /-3 S

Death occurred at _— m on the date itated above, and to the bast u; my knowledge, from the causes stated.
il 2 ) e
222 SIGN RE d Degree title} 22b. ADDRESS 22c. DATE SIGNED
Va4 M. D, Butler, Mo, 12-27-63
"2 , CRE ON, | 23b, DATE  — A 23c. NAME OF CETNHSRY OR CREMATORY 23d. LOCATION (City, 1own, or couniy) (Srare)

RE VAL (Spadify) .
Burial 12-27-£3 Benjamin Cemete Amoret, Missourl

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECE Y LOCAL REG. 26. REGISTRAR S Sl ATURE
Archer & Maneold, Amgterdam, Mo. Y 7-—/?65/ L«A’/I—Z‘“J

{Licensed Embsimar’s Statemant on Reverss 5|d0)

USE BLACK INK
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT CF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : Student Embaimer No.

working under my personal supervision. 4
Student Signed : ! M A 5 )\_
U

Signature of Student Embalmer

Licensed Embalmer No. 4972

P.O. Address__LuaCyzne, Kans,

Nol'e:' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




